INTRODUCTION
Maternal mortality is defined as the death of any woman while being pregnant or within 42 completed days of termination of pregnancy, irrespective of the duration or site of pregnancy, from any cause related to or aggravated by pregnancy but not from accidental or incidental cause. 1 to reach the goal within the stipulated time frame as most of the deaths are preventable.
METHODS
Type of study: Retrospective study.
The present study was a retrospective analysis conducted in the department of Obstet and Gynaecol of GMKMCH, Salem, Tamil Nadu, India. Data regarding maternal mortality was collected from medical record section of our hospital. The details of maternal death over a period of 56 months from July 2013 to February 2018 was collected and analyzed with respect to the following epidemiological parameters: distribution of maternal death in relation to age, parity index, period of death, referral status, mode of delivery and cause of death.
Inclusion criteria
• All maternal deaths during the period of 56 months from July 2013 to February 2018 was included for the study.
Exclusion criteria
• Brought dead cases and death due to suicide and homicide was excluded from the study.
The angle between the ultrasound beam and direction of blood flow was maintained below 450 for umbilical artery. The umbilical artery was studied in a free loop. Umblical artery (UA) systolic diastolic ratio >2SD above mean or absent or reversed end diastolic flow in umbilical artery was taken as abnormal. UA PI and UA RI were measured and value >2SD was taken as abnormal. The middle cerebral artery was visualised at the circle of Willis and was insonated soon after its origin from internal carotid artery and the angle of insonation kept close to 00. The pulsatility index was measured and cerebroumblical PI ratio calculated. MCA-RI was considered abnormal if measurement was 2 SD below the mean. All the ultrasound evaluations were done by a single obstetrician with expertise in Doppler sonography.
Results were analysed by using percentage and proportion.
RESULTS
In the present study there was 204 maternal deaths for 33968 deliveries giving MMR of 600.5 per 1,00,000 live births which is higher than the national average. GMKMCH being teaching institute and tertiary care center we receive many complicated cases from rural places.
Admission of moribund cases from periphery has reflected the high mortality ratio like other teaching institutes in India. The results were tabulated based on age, mode of delivery, period of gestation, parity index and cause of death (Table 1) . 11.76% of maternal death occurred in the age group of less than 20 years ( Table 2 ). In this age group incidence of preeclampsia and anemia was very high. Hence teenage marriages and pregnancy should be avoided. Our institution is a referral centre hence the caesarean section rate is 50%. Since the caesarean section rate is high the incidence of maternal death following caesarean section is also high. 73.52% of deaths occurred in the post-partum period (Table 4 ). Hemorrhage accounts to 24.01% of death. Following active management of third stage of labour universally and availability of oxytocics, the death due to hemorrhage is reduced. 10.29% of death were due to anemia (Table 9 ). 
DISCUSSION
In India most of the maternal death take place in institutions, more so in government teaching hospitals. In present study the maternal mortality ratio was 600.5/ 1,00,000 live birth which is comparable with the study done by Malipatil.P et al in 2016 where the MMR is 586/1,00,000 live birth. 5 In present study the maternal death is more in the age group of 21-30 years which is 50.98% which is comparable to the study done by Kaur et al which showed 51.8 % (6) .and also comparable to the study done by Sengupta et al which observed that 61%of death occurred between the age group of 21-30 years. 7 In present study 62 % of maternal death occurred following caesarean section which varied from the study done by Malipatil. P et al which showed 16.9 % of death following caesarean section. 5 Similarly it varied from the study done by Madhuri Badrinath et al which showed 20% of death following caesarean section. 8 In present study postpartum death contributed to 73.52% which is comparable to study done by Malipatil. P et al which showed 60.8%. 5 Similarly, another study done by Purandare et al showed 73.33 % death were in postpartum period. 9 In present study the death in primigravida is 67.64 % which is comparable with the study done by Ratan Das et al which showed 63.28% of death in primigravida. 10 In present study 78.43 % of death were due to direct cause which is comparable with study done by Ratan Das et al which showed 81.64 % of death were due to direct causes. 10 It is also comparable with study done by Surekha et al which showed 61.51% of death were due to direct causes and study done by Chakraborty. S et al which showed 60-71% of death were due to direct causes. 11, 12 In present study major cause of maternal death was preeclampsia and eclampsia which contribute to 29.90 % which is comparable with study by Chakraborty. S et al which showed 27.63 % were due to preeclampsia and eclampsia. 12 Similarly study done by Madhuri Badrinath et al showed 28.8 % of death were due to preeclampsia and eclampsia (8) . Similarly, study done by Surekha et al showed 28.19 % of death were due to eclampsia and preeclampsia. 11
CONCLUSION
Present study shows preeclampsia and its related complications and obstetric haemorrhage, and sepsis are the leading causes of maternal death which are potentially preventable. Maternal death can be prevented by improving the health care facility in rural areas by ensuring round-the-clock availability of delivery facilities, life-saving drugs like injection magnesium sulphate, injection oxytocin, and tablet misoprostol can reduce the death due to eclampsia and PPH.
Early detection of high-risk pregnancies and referring them to tertiary care centres at the earliest can reduce the complications and death.
